S., FEMALE, married, aged 52. The illness conmmenced two months ago by pain behind the right ear after a hard day's work, the patient having been quite well previously. The following evening numbness was felt on the right side of the neck and on the right arm. It is described as like the contact of cold, wet clothes. In the course of ten days this feeling spread to the legs and body. Soon after this weakness in the legs made walking impossible, but recently the patient has been able to walk again. At about the same tinme difficulty in using the right hand was noticed, and on one occasion a cup of tea was dropped. Four weeks after the onset the patient had pain behind the left ear, and numbness of the left arm and neck, followed by difficulty in using the left hand. She noticed that she could not find her hands under the bedclothes. There has been no numbness in the face at any time.
DISCUSSION.
The PRESIDENT asked whether the lesion might not be in the posterior column nuclei. The sensory loss was not very definite. He once performed the experiment of removal of the posterior nuclei of one side in monkeys, and all! he noticed as a result of the operation was that the animal was awkward in the use of its hand. But, of course, one could not test it in the same way as in the case of a human being. The animal apparently completely recovered after a short time. This patient complained also of an affection of the leg on the same side; both the nuclei of Goll and Burdach on the same side would therefore have to be damaged to produce this condition.
Dr. H. H. TOOTH said that many years ago in experimenting on monkeys he had successfully destroyed the nucleus funiculi gracilis on one side, the lesion being confirmed by microscopical examiniation post mortem. He lbad been unable to detect loss of sensation of any kind on either side after the operation.
Dr. PURVES STEWART said that last week he saw a patient who had every symptom which this patient presented. The case was that of a woman, aged 47, who was on the verge of the menopause. In the beginning of February she was skating in Switzerland and four days after her return to London, when she was washing her hands, she suddenly found she could not feel the soap properly. Next day she was unable to hold a coffee cup steadily. She showed the same physical signs as in Dr. Batten's case, even to the absence of the abdominal reflexes. The plantars were flexor in type. The lesion in the spinal cord, which would account for these symptoms, would have to be a bilateral symmetrical one, not in the mid-line, but in the posteroexternal columns. The postero-internal columns must have escaped, as there was no affection of joint-sense in the legs. His patient also had pains on the back and neck, and a similar patch of hypermesthesia on the front of the chest. In his case the symptoms came on in a few days, very rapidly reached their maximum, and then began to regress. Possibly she had a haemorrhage, whiclh filtered down the back of the cord, in the cervical region, clinging to the posterior roots, and perhaps catching the postero-lateral columns. He did not know whether the menopause might be a factor, predisposing to a vascular lesion. He suggested that the cerebrospinal fluid should be examined.
Dr. S. A. K. WILSON said he did not see how the lesion in Dr. Batten's case could be strictly limited to the posterior columns, because of the fact that the right limbs were definitely spastic. The jerks of the right arm were distinctly brisk, the scapulo-humeral reflex was brisk, but the carpo-metacarpal reflex was diminished. These facts, in view of the difficulty of supposing that lesions of the posterior columns could produce an increase in reflectivity, showed conclusively that the lesion must have overflowed out of the posterior columns; apparently it was the outer part of the posterior columns which was caught. He wondered whether, in this case, there might be some such conidition as syringomyelia of the posterior horns, which need not mean there would be any symptoms unless there were such an occurrence as htemorrhage into it. In that case the symptoms would appear somewhat suddenly. It was well known that syringomyelia might be entirely latent. He had seen a syringomyelic cavity in the upper part of the cord where the defect was confined to one posterior horn, and he believed some such bilateral lesion, partly involving the pyramidal tract on one side, and the posterior external column on the other, might account for the symptoms in this peculiar case.
Dr. HINDS HOWELL said he did not think it was possible to imagine that the lesion was in the posterior columns at all, as it would be difficult for such a lesion to escape involving some of the intramedullary root fibres, and it would almost certainly have produced some definite loss of other forms of sensation. He thought it easier to imagine a lesion somewhere in the interolivary layer of the fillet, or internal arcuate fibres, a little higher than was suggested by Dr. Mott. Such a lesion would involve fibres carrying those impulses which were absent in this case, and would not interfere with sensations of heat, pain, cold, or touch. It might also cause a disturbance of the pyramidal tracts. It was conceivable that it would produce at first sensory disturbances involving all one side, and as the lesion diminished one would find regression of symptoms to a residuum corresponding with the maximal focus of disease.
Dr. HENRY HEAD said it was difficult to place the lesion with certainty, but it was obviously on the same side as the symptoms. Pain on the right side of the head was followed by an affection of the right arm; then pain on the left side was followed by an affection of the left arm. The disturbance of function was on the same side, apparently, as the pain representing the local lesion. Therefore the fibres had been caught before they had passed across the posterior column nuclei to the fillet on the opposite side. If the lesion lay in the inter-olivary layer above the pyramid, it could catch the fibres as they were passing to the opposite side, and at the same time affect the pyramid. With regard to the nature of the disease, it was extremely difficult to speak with certainty. The onset was sudden for such a condition as disseminated sclerosis; otherwise, disseminated sclerosis could produce such effects. He understood Dr. Wilson to suggest that it was possibly syringomyelia, extending outwards, so as to cut the fibres as they crossed from the external nucleus of the posterior columns, and at the same time downwards towards the pyramid. If the lesion lay in the posterior columns it must lie in the cervical cord. If it were syringomyelia, he took it there must have bsen haemorrhage into it. If the lesion were a vascular one it was remarkably bilateral; most of the vascular lesions from the posterior column nuclei upwards were unilateral, but there were some lesions of the bulb which were bilateral, especially those which affected the structures in the middle line.
Dr. WILFRED HARRIS said a case he had had under care at St. Mary's Hospital in the last few months, although not on all fours with the present case, was interesting from the point of view of the patient's complete loss of sense of position in one arm. The man developed some pain in his neck and back of his head, then had weakness of his right arm, and later weakness of his right leg, and finally weakness on the left side. When seen the striking feature was a spastic right arm and total loss of the sense of position in the arm. But it differed from Dr. Batten's case in that there was considerable anaesthesia also. The patient had analgesia and considerable power of grip and deep anaesthesia in his hand, diminishing above the elbow. He also had some spastic weakness of the right leg, and later on spastic weakness of the left. As the analgesia extended over the neck and back of the head it was a lesion at the level of the first or second cervical segment. He had him operated upon in the hope of finding a tumour which might be removable. Some adhesions were first found, then there was an escape of cerebrospinal fluid. As there was no sign of tumour he then hoped it was a local meningitis, and he urged the surgeon to break down all adhesions and to pass a flat spatula towards the foramen magnum. The surgeon said he felt a tough adhesion at that level, and he (the speaker) asked him to break it down. When he pushed there was a great gush of blood, and the man died in three hours. Post mortem there was found an aneurysm the size of a walnut of the right posterior inferior cerebellar artery, which was pressing on the posterior columns.
Dr. BATTEN, in reply, said the case presented great difficulties, and he was indebted to his colleagues for the help they had given him in eludicating it as far as that could be done. With regard to the point raised by the President, he did not know how one could distinguish between a lesion in the posterior column nuclei and a lesion of the posterior columns. The next question raised was whether the lesion was above the posterior column nuclei as Dr. Howell had suggested. If it did lie above it was difficult to imagine why the lesion should have picked out the stereognostic sense and left the tactile and other sensations unaffected. If the fillet were involved one would have expected that the tactile and other sensations would have gone. It seemed much more easy to explain the symptoms by a lesion of the posterior columns. He was unwilling to accept Dr. Wilson's suggestion as to syringomyelia, for loss of sensation to heat, cold and pain was so characteristic in syringomyelia that he doubted whether one was justified in diagnosing syringomyelia when thermal anesthesia was not present. This woman appreciated heat and cold perfectly. There had been no injury in this case. He agreed that the cerebrospinal fluid ought to be examined, in the hope that it would give some indication of the nature of the lesion. The case related by Dr. Wilfred Harris was very interesting, and he would have liked to have known the exact situation of the aneurysm in relation to the posterior columns.
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